PRESENTATION OF CASE
A 24-year-old male presented with history of swelling over right parotid area and angle of mandible, which on examination revealed a lump in the right parotid area. Ultrasonography of the lump showed a hypoechoic area in the superficial lobe of right parotid gland. Image guided fine needle aspiration from the right parotid lump yielded purulent material, and the smears on Ziehl-Neelsen (ZN) staining for acid-fast bacilli (AFB) was positive. Patient was conservatively treated on anti-tubercular treatment on lines of parotid tuberculosis. Patient responded well and on subsequent followup swelling subsided.
Tuberculosis in Parotid gland is a rare form of extrapulmonary tuberculosis. In an endemic country like India also, parotid gland tuberculosis is very uncommon. [1] [2] Till date only a few cases have been reported; that too from parotidectomy specimens, [3] it presents as a swelling in the parotid region. However, tuberculosis of parotid necessitates adequate and appropriate treatment [4] and if treated properly the prognosis of tuberculosis of the parotid gland is very good. We report a case of parotid tuberculosis, who responded well to anti-tubercular treatment.
DIFFERENTIAL DIAGNOSIS
It usually presents as a slow-growing mass indistinguishable from a malignancy. On imaging also, tuberculosis of the parotid may mimic neoplasm. The differential diagnosis includes benign malignant neoplastic diseases of the parotid and sarcoidosis.
CLINICAL DIAGNOSIS
Preoperative diagnosis is difficult and the symptomatology is nonspecific. Clinical symptoms vary from an acute infectious process to an indolent chronic presentation. Parotid gland TB mostly presents as a localised and progressive chronic swelling. It usually presents as a unilateral swelling or abscess involving the parenchyma of the gland, either through haematogenous spread or from infection of lymph nodes within or around it. It may also involve both the parotids. 
PATHOLOGICAL DISCUSSION
In cases when the parotid gland is involved, there usually is a primary pulmonary focus, and blood and lymphatic spread are the most probable causes of secondary infection routes. If a primary disease focus is not found the infection is clinically called primary tuberculosis of the gland, which can impair diagnosis, since it is very similar to parotid tumours. The disease is rare, because of an inhibiting effect saliva has over the mycobacterium.
DISCUSSION OF MANAGEMENT
Parotid tuberculosis is an unusual form of extrapulmonary tuberculosis. It usually presents as a unilateral swelling or abscess involving the parenchyma of the gland either through haematogenous spread or from infection of lymph nodes within or around it. It can occur bilaterally involving both the parotids. [5] First case of parotid gland tuberculosis was described by C De Paoli in 1893. [6] Since then only one hundred cases have been described in the literature, mostly on histopathological examination of the parotidectomy specimen. [7] Direct expansion of the bacilli from the oral cavity to parotid gland, by means of the gland ductal system is the well-known course for the transmission of contamination. [8] Sometimes intraparotid and periparotid lymph nodes may get tainted either by lymphatic drainage from the oral cavity or haematogenously from a pulmonary focus. Parotid tuberculosis can present as acute infectious or as an indolent chronic infection.
Ultrasound is the modality of choice for the evaluation of palpable abnormalities of the parotid gland and also of suspected parotid calculus disease. [9] Sonographically, parotid tuberculosis can be of two sorts, in particular parenchymal and periparotid type. The parenchymal type shows up as a diffusely enlarged, relatively hypoechoic gland, with or without focal intraparotid anechoic zones which may have a cavity or depressions inside. The periparotid type appears as hypoechoic nodules situated in the fringe zone of the hyperechoic parotid gland consistent with enlarged periglandular lymph nodes. [10] USG-guided fine needle aspiration cytology has a general exactness of 86% -89% to decide the histological diagnosis. [11, 12] Rifampicin, isoniazid, ethambutol and pyrazinamide the four drug regimen is given in the intensive phase followed by two drugs (rifampicin and isoniazid) in continuation phase is a recommended treatment. [13] The incite analysis and doubt is the key to block the requirement for surgery and parotidectomy can be evaded in a medicinally treatable condition. [14] FINAL DIAGNOSIS Parotid gland tuberculosis, although rare must be considered as part of the differential diagnosis of tumour masses in the parotid gland, especially in immunocompromised patients.
Definitive diagnosis can be difficult, but it is important because of the similarities between this disease and neoplasm, and treatment plan can be greatly affected depending upon the pathology.
